INTRODUCTION: Social stratification of people results from differences in education occupation and income, and it exposes the people from lower social classes to different health risks and deprives them of ability to control their health. The aim of this study was to examine the effect of individual social status on selfrated health (SRH). Two hypotheses were tested. First, if some social factors (education, financial resources and monthly income per family member) have direct effects on SRH. Second, if these social factors influence the relationships of psychological stress and some behavioral factors to SRH.
INTRODUCTION
One of the basic mechanisms through which the social inequalities influence on health is stratification of people in social classes according to their control over resources. This social stratification results from differences in education, occupation and income. It exposes the people from lower social classes to different health risks and deprives them of ability to control their health. Many studies established that people with lower socioeconomic status (SES) assess their health more frequently as lower compared to those with higher SES. The aim of the present study is to examine the effect of individual social status on self-rated health (SRH). We will test two hypotheses. First, if some social factors (education, financial resources and monthly income per family member) have direct effects on SRH. Second, if these social factors influence the relationships of psychological stress and some behavioral factors to SRH.
MATERIAL AND METHODS
A semi-structured interview was carried-out among 90 persons over 18 years of age in 2013. Initially 100 people of that age were invited to take part in the study. They were randomly selected among the inhabitants of two municipalities in the region of Pleven. For the selection of the study sample we applied the age, sex and residence composition of Bulgarian population in 2012. Some sociodemographic characteristics of the group are presented in Table  1 . Over 70 percent of interviewees were urban residents. The interviewees were classified in two age groups: 18-59 and over 60 years. We collected personal information about the completed educational level and social status (employed, unemployed, re- tired or retired due to illness). Three variables were used to measure material status of the participants -monthly income per family member, financial resources and property ownership. The interviewees were divided into three groups according to their professional qualification. Self-perceived health was assessed by the question "How do you assess your health at present?" in 5 categories: excellent health, very good health, good health, fair health and poor health. Individual index of psychological stress was measured by Perceived Stress Scale (Cochen, 1983). The index was calculated as a sum of the points given by the interviewees to each of 10 questions, with a maximum of points. A higher index meant a higher level of psychological stress. The mean index of the group was 20.5±4.3. Body-mass index (BMI) was calculated using a formula weight (kg)/ height (m 2 ) and the individuals were classified according to the international BMI scale. We also collected information about the weekly intake of fresh vegetables (in number of servings). Data were processed by SPSS.v.19. Descriptive statistics, ANOVA and Kruskall-Wallis tests were used in the analyses. Spearman rho test was taken to clarify the magnitude and the direction of the studied association.
RESULTS
Almost 6 percent of the interviewees had elementary education and 12.4% were unemployed. One third of the group existed on monthly income less than 310 BGN, 30% defined their financial resources as insufficient, 18.9% did not have their own housing. Every third person reported a disparity between the current job position and the owned professional competences (Table 1) .
Most interviewees (47.8%) assessed their health as good. Almost 27% of the group evaluated their health negatively, 23.3% as fair, and only 3.3% -as poor (Fig. 1) . The age determined the way people perceived their health -the proportion of negative rates was over 3 times higher at older ages than at the younger ones (Fig. 2) . We did not find significant differences between the SRH categories by sex (p>0.05).
We examined whether the educational differences determine any differences in subjective health (Fig. 3) . The findings showed that interviewees with elementary education perceived their health more frequently as poor than those with higher education (p<0.001). We expected to find out similar association with the income per family member, but we could not prove it (p>0.05). Probably the symmetrical distribution of poor SRH in the two lower income groups explains partly the absence of significant differences between the groups (p=0.469). When we compared the interviewees in respect to their financial resources and SRH we found that the majority of those experiencing insufficient availability of resources reported fair and poor health (Fig. 4) . Although 18.9% of study participants were living in rented accommodation, the lack of private housing was not significantly associated with more negative SRH (p=0.178). Significant differences were not detected in respect to the reported social group and the SRH (p>0.05). In spite of the fact that 40% of the lower qualified workers rated their health as fair, the level of professional qualification did not determined the SRH (p=0.228).
In the process of statistical analysis the applied ANOVA, chi-square and Kruskal-Wallis tests revealed significant relationships between some psycho-behavioral characteristics (psychological stress, BMI, fresh vegetable intake) and SRH. Since many investigators found that these factors are involved in the mechanism SES -physical health -SRH, we performed bivariate correlation analysis (Table 2 ). It confirmed a significant weak association only between the Index of psychological stress and SRH (r=.280; p=0.008). Controlling for the effect of education did not changed the power and direction of the association (r=.245; p=0.025), thus rejecting that the education mediated association between the psychological stress and SRH. The same finding holds when controlling for the effect of family income (r=.252; p=0.018).
DISCUSSION
Self-rated health is one of the most commonly used integrated indicators for measuring individual and population health. The indicator provides information about personal notions, expectations and preferences to good health which resulted from the individual psychological orientation, values and disease experience, from the prevailing socio-cultural norms and from the shared resources and knowledge between the community members (4, 5, 20, 21, 25, 27) . Almost 50% of our interviewees perceived their health as good. The proportion of persons with lower SRH was 26.6%. A clear association was observed between the subjective health and age -persons over 60 years of age used 3 times more frequently the categories "fair health" and "poor health" than persons at younger age. Similar finding was reported in many articles and it was explained by health trajectory of persons (7, 9, 11, 29) .
Clarifying the role of social inequalities on selfrated health requires studying the mechanism by which the education, income and occupation divide people in social classes and predetermine the occurrence of different health problems. In most cases the social gradient influences on subjective health indirectly. Higher level of psychological stress was reported by people with lower SES, risky health behavior and limited access to health services and social services. It was associated with many psychosomatic diseases and functional deficits (8,10,12,16,23). Like others (9,10,15) we determined that lower education was significantly associated with more negative SRH. Some researchers affirmed that education has mediating role in the association physical health -SRH (10,16,17), we could not confirm that. A weak correlation was found out between psychological stress index and SRH. That correlation was kept when we accounted for the effect of the education. The income influence on SRH was studied with two indicators (objective and subjective) and we established that insufficient family financial resources determined more pessimistic self-rated health. The same inference came from other studies (3, 6) . They found that the subjective SES measures were more appropriate in studying the influence on SRH, especially in respondents with lower education; in persons who have never worked; or in those who were dependent on the financial support of their children.
It was proved that people who do not work (unemployed, retired due to illness, retirees) assess more frequently their health as poor. The cause of these findings is the lower income level and its negative health effects (1, 2, 9, 14, 19, 24, 26) . However, we did not find significant association between the social group and SRH. In our study the professional qualification was not a determinant of SRH, although some publications present evidences about negative self-rated health of lower qualified and overqualified workers (13, 18, 23, 28) .
CONCLUSION
The present study tested two research hypotheses. Among the studied social factors education and the family financial resources were significantly associated with self-rated health. We failed to prove the mediating effect of these social factors in the associations between some psycho-behavioral factors and SRH. Our findings are possibly due to the complex interrelations between the variables and the limitations of the study design we employed. The role of SES in that web of associations has to be tested further in a longitudinal study by elaborated statistical analysis. That will clarify the independent effect of education, income, professional qualification and several psycho-behavioral factors on SRH.
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